Not only is ordinary erysipelas more common in the face and head than in any other region of the body, but nowadays we oto-laryngologists have to suffer the reproach of furnishing most of the cases of post-operative erysipelas, and what is more, of post-operative scarlet fever as well! First of all, in order to afford some idea of the frequency of erysipelas in our work, the following figures, for which I am indebted to Dr. A. Miller, First Assistant to the Central London Throat and Ear Hospital, may be cited. During the five years 1924-28, 28 cases of erysipelas occurred among the hospital in-patients, all but one being post-operative. Two of them were fatal. The operations affected were: 19 mastoids-14 cortical (Schwartze) and 5 radical; 3 Caldwell-Luc; one external frontal sinus; one tonsillectomy, with post-nasal curettage: one operation for cervical adenitis; one epithelioma of the soft palate, and one epithelioma of the maxillary antrum. Thus the majority were consequent upon mastoid operations, the proportion to the total of these operations being shown in the following figures : The total number being 1,358, the percentage developing erysipelas was 1 4. Of these, 2 5% were cortical and 0 6% radical. In the nose and throat operations only 8 developed erysipelas, and of these 4 followed operations on the nasal sinuses.
By DAN MCKENZIE.
Is all well with our aseptic methods? Not only is ordinary erysipelas more common in the face and head than in any other region of the body, but nowadays we oto-laryngologists have to suffer the reproach of furnishing most of the cases of post-operative erysipelas, and what is more, of post-operative scarlet fever as well! First of all, in order to afford some idea of the frequency of erysipelas in our work, the following figures, for which I am indebted to Dr. A. Miller, First Assistant to the Central London Throat and Ear Hospital, may be cited. During the five years 1924-28, 28 cases of erysipelas occurred among the hospital in-patients, all but one being post-operative. Two of them were fatal. The operations affected were: 19 mastoids-14 cortical (Schwartze) and 5 radical; 3 Caldwell-Luc; one external frontal sinus; one tonsillectomy, with post-nasal curettage: one operation for cervical adenitis; one epithelioma of the soft palate, and one epithelioma of the maxillary antrum. Thus the majority were consequent upon mastoid operations, the proportion to the total of these operations being shown in the following figures : The total number being 1,358, the percentage developing erysipelas was 1 4. Of these, 2 5% were cortical and 0 6% radical. In the nose and throat operations only 8 developed erysipelas, and of these 4 followed operations on the nasal sinuses.
The overwhelming preponderance of acute ear cases is to be noted. Erysipelas is a contagious disease, tending to spread from person to person by direct or indirect contact. But, while it is impossible to doubt its occasional dissemination in this way in our hospital wards, observation shows quite clearly that a considerable number of the cases are of autogenous origin. Thus, while we find little runs of two or three cases happening within a few weeks, many sporadic cases also occur in which no connection with any other case of erysipelas, in the hospital or out of it, can be traced.
Bacteriological commentary.-Although it is said that clinical erysipelas may be induced by the staphylococci, the Bacilluts coli communis, and other pyogenic organisms, in the vast majority of cases it is a streptococcal manifestation. That being so, we shall make a brief survey of the interesting and valuable work of the last decade on the ha3molytic streptococcus, work which bids fair to revolutionize both opinion and practice.
The tendency nowadays is to regard the Streptococcus h.Tmolyticus (our vague old friend the Streptococcus pyogenes) as responsible for a group of clinical happenings which comprises not only many of the acute ear and nasal sinus infections with which we are so familiar in oto-laryngology, but also epidemic and hospital tonsillopharyngitis, erysipelas, the commoner forms of puerperal septicoemia and scarlet fever.
This opinion denies specificity to the particular streptococcal strain present in any one of those diseases, both laboratory and clinical experience suggesting that the Streptococcuts htvmolyticus has the remarkable power of varying its behaviour to suit its bio-chemical environment. As Andrews and Christie have said " The more one studies hamolytic streptococci the more strongly is the impression gained that they are in a state of constant flux." And this " organism as an invading parasite appears to have a special facility in adapting the refinements of its living chemistry to the particular host in which it finds itself." Almost you might say as if it had a bio-chemical intelligence! So when it has assumed one particular character, as for example the erysipelatous, while it tends to retain that form in attacking other people, that tendency may be overcome and another form assumed. Thus in one household or in one hospital ward it may induce a case or a series of cases of any one or all of its various manifestations. To cite a recent experience of my own: the father of a family was attacked with severe erysipelas of the face; at the same time his daughter, aged 8, liad septic tonsillitis; five weeks later his wife fell a victim to the throat infection, later developing acute rheumatism and a toxic psychosis. That is to say, an erysipelas or an acute otitis media, or an acute nasal sinusitis may initiate, or may itself be one item in, what can only be called a streptococcus epidemic.
The inclusion of scarlet fever in this grouping comes as a surprise. One had long believed in the specificity of that disease. And for that matter its inclusion with erysipelas is not even now agreed to by all authorities. Thus the Dicks in America, the originators of the Dick test in scarlet, and Griffith in England, seem to regard the strains of the streptococcus found in scarlet as specific. Clinically, however, there are many phenomena that support what Okell calls the "unitarian doctrine." Thus, just as there is a surgical " erysipelas arising de novo, so is there a " surgical " scarlet that strikes out of the blue in the same way. In these cases the streptococcus is found in the surgeon's wound and often not in the throat at all. If it passes on to infect someone else, however, streptococcal pharyngitis with the ordinary scarlet rash is the result.
Then we have the streptococcal pharyngitis that occurs without any rash in certain people exposed to scarlet. It is interesting to note that when the Dicks inoculated the pharynx of healthy volunteers with the scarlatina streptococcus, some developed true scarlet, rash and all, while others developed only pharyngitis. Recently, we may add, streptococci from erysipelas have been inoculated on to the pharynx with the production of pharyngitis, but not it would seem of cutaneous erysipelas.
In this connection also we may allude to epidemic milk-borne pharyngitis with its high mortality, and likewise to the ordinary septic pharyngitis that is so often followed by acute rheumatism, both of which are streptococcal infections. (By " pharyngitis " we mean throughout " tonsillo-pharyngitis.") These pharyngitis organisms, we may say, are both pyogenic and erythrogenic (red-rash-producing) when tested in the laboratory, and Okell believes that the toxigenicity of the streptococcus may be increased as it passes from host to host until it reaches the erythrogenic phase, and then it will produce scarlet in any susceptible person-or ha like manner, we may perhaps add, erysipelas.
Further, Glover and Griffith have shown that epidemics in schools, of influenza, common cold, measles and tonsillitis, seem to exalt the epidemic activities of the hemolytic streptococci both as pyogenes and as erythrogenes. Otitis and mastoiditis become common, and scarlet may originate de novo.
This last statement brings the whole position vividly before our eyes; we are actually witnessing the dawning recognition of a new infectious disease and we can now realize how, when erysipelas appears in our wards, it may arise either (1) from another case of ervsipelas; or (2) from a streptococcal infection, not erysipelas, in another person; or (3) from a streptococcal infection, not erysipelas, in the patient himself.
But when a streptococcal disease develops, what happens? Are the quiescent streptococci present in the patient's throat or nose transformed into virulent streptococci in response to some change in their host's biochemical constitution, or " humours," to use the old medical term ? Or are they stimulated to change their habit by the invasion of virulent streptococci from some other patient ? Or are the quiet inhabitants evicted and replaced by aggressive strangers ?
Bacteriology does not so far seem to be able to answer those questions. But clinical experience with influenza and the exanthemata suggests that native streptococci may spontaneously acquire invasive and toxic properties, and that when they do so they become also capable of infecting other people. But the conditions producing the change do not seem to have so far been precisely determined. They may be complex in character.
Inasmuch, then, as the organisms appear to be most virulent and infectious when they are actually involved in a disease-process, too much attention need not be paid to the presence of haemolytic streptococci in an otherwise healthy throat. The streptococcal infections in our regions most likely to lead to an outbreak of erysipelas or scarlet are acute otitis media, acute nasal sinusitis, and acute pharyngo-tonsillitis.
These diseases are therefore to be regarded as infectious.-Tfre influence of this striking conclusion upon our doings will be discussed later. All we need say at the moment is that erysipelas must now be looked upon as a red flag indicating the presence of a streptococcal epidemic, more or less widespread and more or less latent.
I proceed now to mention a few details on the Symptomatology of erysipelas itself of particular interest to the oto-laryngologist.
Clean operation wounds are more liable to the infection than those already septic; a point of importance to us, since our operations of access to the mastoid and the nasal sinuses pass through clean tissue. At the same time, although septic wounds are less liable to the infection, they are by no means immune from it.
Non-operative erysipelas often starts in the nose, and it extends to the nasal interior also from the face, giving rise to much swelling of the turbinals and general mucosa. The pharynx also may become involved, though it does so less frequently. The auricle, like the nose, is a favourite site of origin, usually from a patch of eczema with hacks or cuts. Erysipelas starting in the external auditory meatus secondary to acute suppuration of the middle ear is uncommon apart from operation. But I am able to report a case.
The patient, a woman aged 34, was admitted to the French Hospital, London, on December 22, 1932, with erysipelas of the right external meatus and auricle of two days' duration. The ear had been discharging since December 1, in what was its first attack of suppuration. After a severe illness of three weeks, leading on to cystitis, recovery took place and during convalescence the ear discharge comiipletely ceased and hearing was restored. No operation on the ear was performed.
Besides these, an intense streptococcal laryngitis in adults is known to us.
Here is the chart (fig. 1 ) from such a case in which the antistreptococcus (scarlet) serum had an immediate and lasting effect. The ripe-Victoria-plum appearance of the arytenoids and ary-epiglottic folds was most striking. We may also mention here the classical Ludwig's angina., which, though not an erysipelas, is a cellulitis due to streptococcus infection.
Curiously enough, in spite of the proximity to the meninges of the infeeted areas in nose and ethmoid, erysipelatous meningitis is quite rare. It is stated that there are only nine cases on record. Moreover, erysipelas has been known to occur after submucous resection of the nasal septum without inducing meningitis. Apparently, therefore, something more than the simple infection of the nasal lymph-spaces and vessels is necessary to open the avenues to the intracranium. Meningitis, apart from ear infection, is rare also in scarlet.
Save at the extremes of life, the mortality rate of erysipelas is low, running about 5%. But it varies considerably from epidemic to epidemic, just as it does in scarlet and all other streptococcal diseases. J. D. Rolleston has repeatedly drawn attention to the astonishing and steady decline in the mortality of scarlet fever in England during the last sixty years (from 25% to 0 6%).
Surgical erysipelas is more dangerous to life than the spontaneous variety, but a great deal depends upon the nature of the operation. Most of us have bad frequently to fight long and furious battles for our cases and have emerged victorious. It is remarkable that even when he seems to be on the point of death, comatose and pulseless, the patient may suddenly revive and recover. It is worthy of note, too, that the onset of erysipelas at the end of a long general septicemia may usher in recovery.
Turning once more to our septic problem, we may claim that, while the hiemolytic streptococcus may cause much morbidity, unexpectedly prolonging the patient's stay in hospital, it has, at the present day, but little effect upon mortality-directly, at all events. Deaths attributable to such infections are, on the whole, rare, even when we include scarlet fever and otitic meningitis. But, although the streptococcus infection is relatively seldom a direct cause of death, the fact that it leads to so much morbidity is not to be ignored.
It is instructive to compare our commoner operations as regards their tendency to post-operative sepsis.
The cortical mastoid for acute otitis is probably the most vulnerable. Nevertheless our mortality keeps under 5%, which, everything considered, is nothing to be ashamed of.
The external frontal sinus operation, whether for acute or chronic sinusitis, is less frequently performed than the mastoid operations, and what the relative incidence of their post-operative sepsis may be I have no figures to show. But my own experience has been that it is quite common, probably as common as after the mastoid operations.
The maxillary antrum with acute sinusitis is seldom operated on, apart from simple puncture; but in chronic cases a more or less septic course subsequent to operation is usual. It leads to erysipelas much more rarely than the mastoid operations. The same remark applies to ethmoidal and multiple sinus operations.
After the removal of tonsil-adenoids in children, apart from special infections, sepsis is occasional, but, as a rule, brief, unless it leads to acute otitis media. Only a few are prolonged for more than ten days. One, I remember, ran a septic temperature for six weeks, then developed erysipelas and recovered. I cannot recall any more than two deaths from sepsis out of many thousands of these operations.
With regard to tonsils in adults, bacteriologists are inclined to be timid, so frequently is the hemolytic streptococcus present in them. Nevertheless, my experience is that we get less septic infection after this operation than any othera surprising fact.
I wish I could say as much for the submucous resection of the nasal septum.
But here the surprise is the other way about. The occurrence of a streptococcal tonsillitis within ten days of the operation (sure indication of an infected nasal wound) is altogether too common. Fortunately for our reputations it is invariably diagnosed as a ' cold." It can be aborted by an immediate dose of antistreptococcus (scarlet) serum. Moreover, it certainly becomes less frequent when Sir StClair Thomson's bismuth tampons are used, bismuth being a mild and reliable nasal antiseptic.
For the treatment of erysipelas in being, the favourite general remedy at the moment is the antistreptococcus (scarlet) serum, 20 c.c. daily for three or four days according to its effect. It acts most rapidly and satisfactorily if given within twenty-four hours of the onset, but results on the whole are variable, although it seems to have a beneficial general effect. The ordinary polyvalent antisireptococcus serum is useless. I have not found the intravenous route of any advantage in serum administration and blood transfusion has also proved disappointing. But I have obtained striking benefit from auramine (Arnold Renshaw) administered intravenously, and show a chart to illustrate its effect (fig. 2) .
Local remedies are legion. Recently, X-rays have been credited with great success, and the orthodox treatment of the day consists in a combination of X-rays for local, and the anti-scarlet serum for general administratiQn. One of the characteristics of erysipelas, however, is an indefinite course together with a tendency to unexpected and quick recovery, features that render the estimation of the value of any remedy difficult.
Views on prevention.-Now although it is true that the visible effects of those infections are relatively mild, that is not the whole truth: in addition, there are their invisible effects. Every case of streptococcal infection constitutes a centre from which others may be propagated, and so there is, depending upon our success or failure in checking the disease and its spread, an incalculable multitude of consequences, good and evil. It is our duty, therefore, to strain every effort both as practising and as teaching surgeons to work out the best means of controlling it. Furthermore, inasmuch as the hoemolytic streptococcus owns a habitation and finds its greatest field of activity in the throat, nose and ear, so the problem of its control falls to the oto-laryngologist, and it must be admitted that that problem is one difficult of solution. Nevertheless, it is our manifest duty to make the attempt.
We have to combat a ubiquitous and protean organism normally present in our regions, whose habit ranges from perfect innocence to the most deadly virulence; and the change from friendship, or at least neutrality, to enmity may take place overnight. At the present moment we can obtain little help from bacteriological prophylactics. There is no known method of banishing the streptococcus from the throat, and the routine administration of a prophylactic dose of antistreptococcus serum to every patient before operation is out of the question; prophylaxis would be swallowed up in anaphylaxis.
Fortunately, although the haemolytic streptococcus is a normal inhabitant of many throats, perhaps of all, in numbers small or great, it seems to be, for the most part, non-pathogenic and to remain so even when tempted by a raw, fresh wound, as our experience with the tonsil operation shows us. It is the foreign streptococcus that is most dangerous.
To come to practical politics the proper procedure would seem to be to take a culture from all acute ears, sinuses and throats, and to treat those with the hsemolytic streptococcus as infectious. We might perhaps ask Public Health Authorities why notification is limited to scarlet fever, erysipelas, and puerperal septiceemia. Should not all streptococcal disease be notifiable ? But perhaps this would be rather too tall an order.
Apart from autogenous infection, which I shall deal with in a moment, we have to consider then how to guard against exogenous infection.
In this connection, let me first of all quote a paragraph from Dr. C. C. Okell's recent Milroy Lectures:
"The care which is taken in modern hospitals to avoid the aggregation of septic streptoccocal cases prevents us from seeing nowadays the natural propagation and exaltation of streptococcal epidemics lamentably common in such institutions during the earlier part of last century. But in one department at least of hospital practice, from causes which are not at all easily controlled, something of the old epidemiological Mi8e-en-8cTne is maintained. I refer to the throat and ear departments of hospitals."-" Even if we exclude the special problem of scarlet fever from consideration, the epidemiological conditions met with in throat wards of hospitals are worthy of more study than seems to have been given to them." Here is a clear call to us to set our house in order. Let us proceed to do so.
Although it is open to error on the part of the human element, we may, I think, regard the modern operating theatre and all that takes place within it as above criticism in so far as exogenous infection is concerned. But what about our wards ?
Should clean operation cases-submucous resections, tonsils, and so on-be warded alongside active streptococcal cases, which as we saw are suffering from infectious disease ? I suggest that in view of our present knowledge the two case groups should be separated. Furthermore, we are compelled also to regard sore throats among the hospital staff as particularly suspect. Here cultural evidence of the hbemolytic streptococcus is important, and should be decisive. Both patients and members of the hospital staff should be warned to report sore throat as soon as they become aware of it, and cultures should at once be made, a positive result leading to the immediate isolation of the infected person. The influence of droplet infection in such cases will be remembered, and the fact that it is air-borne, especially between sleepers in adjoining beds.
All this raises a question too large to be considered here, namely the arrangement of throat and ear wards and hospitals. Obviously, reconstruction and reorganization must follow those discoveries and disclosures. It is a significant fact that in nursing-homes our cases are less frequently attacked by sepsis than our cases in hospital.
We come now to the prevention of autogenous streptococcal infection at operation. In many cases this is most difficult, and it may be impossible of accomplishment. Given a streptococcal mastoid, how can it be opened and drained save through clean and healthy, that is to say unprotected tissues? It will be admitted that operative infection of this clean wound is the rule, not the exception. Erysipelas is doubtless uncommon, buit, short of erysipelas, we encounter all degrees and varieties of wound infection, with, usually, more or less pyrexia and some toxtemia during the first week. That surely is unsatisfactory. But can it be avoided ?
The first point that has occurred to me is the obvious one that, in operating for acute mastoiditis, the extent of the incision and of the subsequent dissection should conform strictly to the necessities of the case, and should not exceed those necessities. This means that in definitely early mastoids, particularly when virulence is high, a short direct incision down the middle of the subcutaneous area of the mastoid process, and through skin, subcutaneous tissue, and periosteum to bone, will be sufficient to enable us to open the cells. There is no need to carry it any higher than the temporal line, or even as high as that liDe in many cases. Through this short incision the mastoid can be sufficientl;y exposed to permit of the removal of the bone necessary to drain the cells and the mastoid antrum.
If anything further is required, then or afterwards, the incision can be extended. But my plea is for a simple incision and a simple operation for drainage of the infected area; this to be the norm.
It is admitted that this partial operation, ia which the complete exenteration of the mastoid process is not attempted, will in many cases necessitate another operation at a later date. But what of it ? By that time the high virulence of the infection will have subsided under the influence of a free irrigation of the area with blood-serum. And in many cases, on the other hand, no second operation at all will be required.
I may remind you that this procedure is what is recommended in operating for acute frontal sinusitis. There we content ourselves, unless there is some reason to the contrary, with simple drainage to begin with, a wide bone-operation being avoided until the acute stage has passed.
Here perhaps I may say that, with some little experience of mastoid operations in scarlet fever, I agree with T. B. Layton that there are cases in which the simple Wilde incision is of great service. And I ought to add further that the post-operative septic infection of the healthy soft parts is much more frequent and severe in scarlet than in ordinary acute mastoid operations. For that matter, indeed, in the majority of ordinary acute mastoids the infectivity of the causal organism is so low that it may be held that there is no need for such special, precautions as that of limiting the incision strictly to the mastoid process. We may perhaps divide our cases into three classes, in the first two of which only this special care is advisable:
(1) scarlet, in which wound-infection is nearly always severe and prolonged; (2) fulminating non-scarlet, in which high temperature and severe pain precede the opening of the tympanic membrane, and wound infection tends to be of the erysipelatous type; and (3) mild non-scarlet, in which wound infection is generally, but not invariably, trifling. Obviously, however, in late mastoid operations, and in the presence of suspected or manifest intracranial complications, the short incision would give insufficient exposure. But apart from that, what objection is there to it? It exposes the minimum of defenceless tissue to the streptococcus, and one can easily reach the antrum and clear out the cells as far as the apex in a very brief space of time. Another device I have been trying is the old-fashioned plan of covering, before the bone is breached, the raw edges and surfaces of the ordinary mastoid wound of access, with-layers of gauze soaked in antiseptic solution and held in place with towel-clips. It certainly seems to keep the wounds cleaner, but the more virulent infections defy it; wound suppuration follows in spite of it. It cannot be denied that in these operations simple general asepsis is insufficient. We are here dealing with a virulent infection from within coming into close and prolonged contact with a newly made wound providing a fresh area for its extension. Does it not seem rather ridiculous to surround the patient and the operated area with all the elaborate paraphernalia of modern aseptic surgery-gloves, masks, sterilized towels, gowns, trousers, shoes and what not, to employ nothing but sterilized instruments and dressings, and then to allow one of the most virulent bacteria known to pour freely over the newly opened tissues? That they came from the patient and not from the surgeon and his instruments, in no way mitigates their power for evil. For, although quiescent autogenous bacteria are mostly harmless, these same bacteria when active are pernicious. The same reasoning applies to nasal sinus operations.
It may be objected that thoEe suggested changes in method are too partial to control so active an infection. It mav be so. Nevertheless the laws that govern epidemics seem to-day to be working in our favour. We have quoted J. D.
Rolleston's observation of the decline in the mortality of scarlet in the last half century and we may surmise that this general lowering of the virulence is probably affecting other varieties of streptococcus infection no less than scarlet fever. Our methods and the improvement in general sanitation are exercising an effect beyond what had been expected ofthem. For it would appear that the virulence of pathogenic bacteria declines along with their opportunities. We may, therefore, be able, even by measures admittedly partial, to hasten the day when this menace will be abolished.
Finally, there is this influence of our efforts to reduce the activities of the haemolytic streptococcus to be considered. One of the serious problems confronting Public Health Authorities at present is the apparently uncontrollable mortality from puerperal septicaemia. How much is due to infection lodged in our regions on the part of patients, nurses and doctors? I can record a case bearing on this point. A registered midwife was having a number of cases of puerperal septicaemia in her practice. The M.O.H. for the district grew hbmolytic streptococci from her tcnsils and she was recommended for tonsillectomy. This was performed and streptococci disappeared from her throat and septicomia from her practice.
If this were a common source of the infection and if it responded to our therapeutic and preventive efforts, then here, as in tonsil-adenoid disease, the nation would again be indebted to the oto-laryngologist for a great saving of life and health. 1578 80 APPENDIX.
Erysipelas and scarlet.-According to the unitarian view, erysipelas and scarlet are both caused by the same erythrogenic streptococcus.
Clinically, they resemble each other in more ways than in the similarity of a red rash. Both are followed by desquamation. Both cause septicaemia, Both may arise de novo in the course of a pyogenic streptococcal disease, particularly after operation. Both are associated with streptococcal pharyngitis in people around. Both may give rise to puerperal fever.
There are differences however. To begin with, neither confers immunity from the other. I have seen it stated that erysipelas is rare after scarlet. It is not common perhaps, but it does occur. In any case, however, too much must not be made of this objection since the immunity conferred by erysipelas frorn itself lasts but a few weeks, while relapses and recurrences are by no means uncommon in scarlet, my Public Health friends assure me. Further, as the scarlet streptoccocus attacks the pharynx primarily and has but little invasive power, while the streptococcus in erysipelas is primarily cutaneous and manifests great invasive activity, the absence of mutual immunity may depend upon these differences rather than upon any specific and stereotyped differences in the streptococci themselves.
Perhaps each variety represents merely a temporary subspecies evolved by the streptococcus to suit a particular environment.
Discus8ion.-Tbe PRESIDENT: It has been an unpleasant experience in our department at University College Hospital during the present year to have some of these cases, and I have been personally a victim when, following tonsil operations, a patient acquired a pure Streptococcus haemolyticU8 infection of a bronchopneumonic kind which ended fatally. My colleagues, with Professor O'Kell and myself, formed a committee and the question is being investigated. Everybody in the department is being examined regularly, and at a later date a report will be presented which should have some interesting bearing upon this subject.
Mr. SYDNEY SCOTT: Those who, for many years, have had wards for acute throat and ear cascs have certainly experienced so-called outbreaks of erysipelas. Perhaps they number from three to six cases a year, and perhaps several patients are affected at the same time. The wards may be turned out, disinfected, and so on, then opened again, and perhaps another case of erysipelas occurs almost at once. I have come to the conclusion that there is no specific erysipelas organism; erysipelas occurs when the hiemolytic streptococcus abounds.
If it is not due to a specific organism, but to one which has an affinity for the skin of certain patients, then the question of the necessity or otherwise of isolation arises. Cases of erysipelas arise in private nursing homes where conditions are compatible with those of isolation. The miiortality was, fortunately, not high. I will cite two cases exenmplifying recovery in spite of adverse complication; both cases were for a time in extremis. One was in an infant eleven months old, under the care of Lord Horder at St.
Bartholomew's Hospital. Respirations were 70; pulse 170; temperatures up to I051 for a
week. Owing to bronchopneumonia and acute otitis miiedia the outlook seemed hopeless.
The house surgeon performed a double mastoid operation (Schwartze) under gas and oxygen.
Within a few days the scalp over the parietal bones becam-e swollen and fluctuation was obtainable, but incisions proved that the swelling was due to cdema only, caused by erysipelas which spread over the neck and back. Blood transfusions were given, and though her life had been despaired of, the child has made a perfect recovery.
The other case was one of morbus cordis in an old lady under the care of Lord Dawson. She was suddenly seized with a rigor when shopping, and was taken home in a state of collapse. She had rigors daily for a week, and extreme dyspnea, and she looked as if nearing the point of death. Her pulse was weak, rapid, and irregular, temperature high, and respirations 30 to 40 per minute. She was too weak to speak, and it was only by routine examination that a quinsy was discovered. It was decided to run all risks. Chloroform was given by a local practitioner as she sat propped up in bed, and I opened a large peri-tonsillar abscess. Facial erysipelas, was evident on the third day, and although so extremely ill she completely recovered.
I do not think that anything we can do will prevent a patient with Streptococcus hacmolyti&cus infection from occasionally developing erysipelas, As regards the mastoid operation, when this is necessary, I believe in opening all the cells, and cannot conceive that the length of incision is of any importance so long as it is adequate to expose the cells.
Mr. W. M. MOLLISON: One point of interest in Dr. McKenzie's paper is that regarding throat infection and puerperal sepsis. I had an interesting case of a dentist who caused scarlet fever. He had a practice in a town and also a branch practice in the country. It was noticed, over a considerable period, that cases of scarlet fever developed in patients from whom he had extracted teeth. At first it was put down to accident or other reasons, then a small epidemic arose in his branch practice and it was evident after a time that the dentist himself was the cause of the scarlet fever. He became much worried of course and consulted a senior colleague who referred him to me. Examination of his throat showed ordinarylooking tonsils. However, after due consideration, it was decided to remove them. They were sent to a bacteriologist who had special experience in scarlet fever and as he reported that the streptococci recovered were those commonly associated with that disease-it is reasonable to consider that the epidemic of scarlet fever was due to the tonsils of the dental surgeon. It should be added that afterwards, the cases of scarlet fever ceased in his practice.
Another thing which has interested me lately, is a particular form of erysipelas seen after mastoid operations; the form that causes cedema of the scalp. I have seen three cases in the last year. The most recent one in my mind which illustrates one or two points that Dr. McKenzie has made. The patient was the mother of a boy who had acute bilateral mastoiditis and on whom I had to operate. He made a good recovery though his was one of the very acute cases due to the hbemolytic streptococcus. While he was convalescing his mother developed acute mastoiditis on the right side. The operation presented no difficulties but after about three or four days her condition was not at all satisfactory. Her temperature kept up and she complained of pain in the opposite mastoid and ear. The tympanic membrane was, however, normal. Next day she complained of tenderness in the scalp and in the occipital region, pitting of the scalp was found; during the next two days more tenderness developed and the whole scalp became cedematous. Not until the fourth day did she develop any sign of true erysipelas; then redness of the skin of the forehead occurred. Recovery followed in a few days. I have seen yet another case where the cedema of the scalp was the only feature of erysipelas.
The third case was that of a man in whom cedema developed all over the scalp; finally abscesses occurred and had to be opened in about five places.
These three cases were undoubtedly cases of erysipelas due to the mastoid infection.
Influence of Unilateral Labyrinth-extirpation in Cats on the Movements of the Alimentary Canal.
By J. W. LE HEUX and A. DE KLEIJN.
IN a previous communication we proved that in cats labyrinth-extirpation is followed by disturbances of the movements of the alimentary canal. The movements and the emptying of the stomach are chiefly influenced. The influence is somewhat less on the movements of the small intestine and least of all on the large intestine. The disturbances are of a transient nature; in from ten to twelve days after labyrinth-extirpation the movements of the alimentary canal are normal again, but the other phenomena, for instance motor disturbances, are still clearly to be observed.
In a partial operation, in which the bulla ossea is opened, and only the sympathetic nerves of the middle ear are destroyed, disturbances of the alimentary canal do not follow. Disturbances of the alimentary canal appear, however, when, sometime after unilateral labyrinth-extirpation, the other labyrinth is removed. After bilateral simultaneous labyrinth-extirpation the disturbances are almost as strong as those after unilateral-extirpation.
